Introduction
Traditionally, decisions about health services were made on the basis of health-provider and health authorities' views on what is in the best interest of the patient. This was based on a view that members of the general public lack the technical knowledge to make fully informed decisions themselves. Currently, the use of patient satisfaction surveys (PSS) in developing countries is advancing. Professionals have recognized that a systematic and consumer oriented perspective toward patient viewpoints about the level of care can result in feedback useful for promoting higher quality standards of patient care (Dağdeviren & Akturk 2004; Newman et al. 1998; Peltzer 2009 ). Patient satisfaction surveys are seen as a means of determining patients' views on primary health care (PHC) (Ajayi, Olumide & Oyediran 2005; Andaleeb 2001; Campbell, Ramsay & Green 2001) . These surveys are increasingly being promoted as a means of understanding health care service quality and the demand for these services in developing countries (Glick 2009 ) for various reasons. First, they highlight those aspects of care that need improvement in a health care setting (Ajayi, Olumide & Oyediran 2005; Muhondwa et al. 2008; Newman et al. 1998) . Second, they are simple, quick and inexpensive to administer. Third, they are critical for developing measures to increase the utilization of PHC services. Fourth, they can help to educate medical staff about their achievements as well as their failures, assisting them to be more responsive to their patients' needs. Fifth, they allow managerial judgment to be exercised from a position of knowledge rather than guesswork in the important task of managing public expectations and resources (Glick 2009 ). The South African government also endorses the centrality of consumers in service delivery. The White Paper on Transforming Public Services of 1997 (Department of Public Service and Administration 1997) and the Department of Health's policy on quality in health care (Department of Health 2007) state that public services need to respond to customers' needs, wants and expectations. Feedback from consumers is required in terms of experiences of health services -quality of care received. Feedback from customers will not only improve knowledge of decision makers, but will also facilitate more improved prioritization, improved strategic resource allocation and improved value for money. It will also serve as a platform for providing better services to citizens. Against this background, a patient satisfaction survey with PHC services was conducted in a selected district of the Eastern Cape.
in. Ethics approval for the study protocol was obtained from the University of Fort Hare's Research Ethics Committee and permission to conduct the study was received from the Eastern Cape Department of Health.
Core Norms
Core Services  The clinic renders comprehensive integrated PHC services using a one-stop approach for at least 8 hours a day, five days a week.  Access, as measured by the proportion of people living within 5km of a clinic, is improved.  The clinic receives a supportive monitoring visit at least once a month to support personnel, monitor the quality of service and identify needs and priorities.  The clinic has at least one member of staff who has completed a recognised PHC course.  Doctors and other specialised professionals are accessible for consultation, support and referral and provide periodic visits.  Clinic managers receive training in facilitation skills and primary health care management.  There is an annual evaluation of the provision of the PHC services to reduce the gap between needs and service provision using a situation analysis of the community's health needs and the regular health information data collected at the clinic.  There is annual plan based on this evaluation.  The clinic has a mechanism for monitoring services and quality assurance and at least one annual service audit.  Community perception of services is tested at least twice a year through patient interviews or anonymous patient questionnaires. Table 1 . The core norms and services for primary health care PHC set by the NDOH.
Data collection method
A patient satisfaction questionnaire adapted from the one developed by the Health Systems Trust in 2004 was used. Only slight changes were made to the questionnaire in collaboration with the Eastern Cape Department of Health to allow for cross-comparisons with earlier patient surveys that have been undertaken within the Eastern Cape Province using the same www.intechopen.com questionnaire. Further, some questions were asked on demographics, health status, reason for health visit, and health care utilization. The questionnaire was translated from English into Afrikaans and Xhosa. The Xhosa and Afrikaans versions were developed using backtranslation methods (Brislin 1970) . The procedure entailed having two native-speakers of the target languages independently do a back-translation. Discrepancies were arbitrated by a third consultant, and solutions were reached by consensus. The translated questionnaire underwent pilot-testing.
Measures
The questionnaire included demographics and eight domains, each having several items on a 5-point likert scale: Strongly Agree=5; Agree=4; Unsure=3; Disagree=2; and Strongly Disagree=1
Data analysis
Data was captured on SPSS version 17.0 and analysed. Frequency distributions of domain items were made and positive responses (Agree and Strongly agree) were grouped and are presented. Cross tabulations of domain items by gender were made. Chi square tests were performed to determine the relationship between each domain item and gender.
Limitations
Response biases introduced through the methodology of using exit interviews might act as filters and influence patient satisfaction ratings. For example, exit interviews automatically select out those who do not have access to public health facilities, but would otherwise have used services. In addition, using exit interviews in health facilities identified by the subdistrict officials, means that respondents were purposively selected. Non-randomisation in the selection of respondents means that results are more difficult to generalise to a feeder population around a health facility. The study compensated for this limitation by collecting data from each facility over a week during a period of normal use and through achieving a high number of respondents. A further limitation is that the existing PSS methodology does not enable the relationship between aggregate satisfaction scores and changes in health status of populations to be explored.
Results

Sample characteristics
The majority of the respondents were African (50.9%), female (72.9) and unemployed (56.4%) with a mean age of 39.4 years. Only 5.5% of the respondents indicated that they had enough money to meet their basic needs for most of the time. Almost 85% had some form of formal education.
Utilization of health services
Most respondents visited clinics more frequently (i.e. about 7 times within 12 months) compared to private doctors (i.e. about 1.58 times), hospitals (i.e. about 1.14 times) and traditional healers were list visited (0.23 times). The main reason for visiting the health facility was to get treatment (41.8%), followed by suffering from non-communicable diseases (NCDs) (11.5%) and family planning (10.1%). 
Descriptions of patients evaluations: percentage of patients who used the most positive answering category by sex (N=836, percentages)
4.1 Access to PHC services A larger portion of women respondents positively agreed with the items from the access domain, than did men. More than three quarters of women agreed that it was possible to get an appointment that suited them and about the same number indicated that no payment was required for treatment at that clinic. About three quarters of women also agreed that it was possible to get through to the clinic by telephone and that the clinic was disabilityfriendly. The same number of women also agreed that they were treated by nurses who spoke a language they could understand and that the clinic's opening hours were convenient. Nearly 75% of women further agreed that they are always treated and not asked to return on another day and that is was possible to speak to the nurse on the phone. More than seven in ten women did not think that nurses did not visit their places of residence often enough. In terms of time and financial costs, about seven in ten women respondents agreed that the journey there took longer than one hour and that it costs more than R10-00 (US$ 1.46) to get to the clinic. Table 6 . Perceived Access to PHC Services.
Perceived empathy
Women, when compared to men, were also more positive in their responses to items of the empathy domain. More than three quarters of women respondents agreed that their privacy was respected by all the staff involved in their treatment, that the nurse/doctor who treated them was polite and that they could answer all questions about their illness. The same number felt that this made it easy to tell the doctor/nurse about their problems. Just under three quarters of women respondents agreed that the nurse/doctor who treated them introduced themselves, that they gave their permission to be examined and treated and made them feel they had time during consultations.
General satisfaction
Larger proportions of women when compared to men had positive responses on items of this domain. Almost eight in ten women respondents positively agreed that patients do not usually appreciate all that the clinic staff does for them. More than three in four also agreed that staff do inform clients of changes in service, as well as any delays in services, on occasion. The same proportion of women agreed that their treatment is always better when an injection is administered and that they are pleased with the way they were treated at the clinic. Nearly three quarters agreed that they always get treatment when attending the clinic where they were interviewed and that they would attend the same facility again on another occasion. The same number will also recommend the clinic to friends and family when should they be sick. Despite these figures, just more than six in ten women agreed that the staff were helpful. Table 8 . General Satisfaction.
Referral
The items in this domain also received a majority of positive responses from women respondents. For example, more than three quarters of women agreed that if they cannot be helped at the clinic they will be referred to the nearest hospital or doctor. They same number was also sure that nurses in this facility will call an ambulance if a client is very sick and that www.intechopen.com nurses in that facility ask patients to return to see how they are doing. The role of traditional healers is still an important aspect of health care, as more than three quarters of women responded that they usually visit a traditional healer before coming to the clinic. Table 9 . Referral.
Service standards
Items in the service standards domain elicited more positive responses from women than from men. More than three in four women responded that they knew either the chairperson or a member of the clinic committee of that clinic that the health worker that assisted them had a name tag on her/him, that they knew where and to whom to raise complaints, and know of the availability of a suggestion box at the clinic. The same number also agreed that the registration procedures in the clinic were satisfactory, waiting time before examination was reasonable and that there were are fast queues in this clinic for certain services. Just fewer than three in four women agreed that when they had reason to complain, they received feedback and that such action improved service delivery. Table 11 . Reliability.
Health promotion
A majority of women respondents were positive on items referring to health promotion at the clinic. For example, more than three quarters agreed that as patients are waiting to be seen, health workers in the clinic sometimes give talks on health related issues affecting the community. Also, nearly three in four replied that when they had to wait at the clinic, very useful things can be learnt from the posters and other IEC materials. The reason for this was that the posters and other IEC materials, the 'Batho Pele' (people first) principles and the patients' rights charter, were all in a language they could understand. As patients are waiting to be seen, health workers in this facility sometimes talk to us about health related issues that affect our community 113 (22.9) 379 (76.9) 493 (52.5) 0.177 Table 12 . Health Promotion.
www.intechopen.com
Tangibles
Items under the tangibles domain also yielded positive responses from the majority of women respondents. More than three in four women agreed that the toilets were clean and in a good condition, that there were indeed toilets for patients in the clinic and that the clinic has enough consultation rooms and that there were enough benches for patients to sit while waiting to be seen by health workers. Just under three quarters agreed that there was clean drinking water for patients, that the building was in a good condition and the clinic and its surroundings are clean, that the services and hours of service displayed on the board outside the clinic was clear and in a language that could be understood. Table 13 . Tangibles.
Assurance
A greater percentage of women than men also responded positively to items of the assurance domain. More than three quarters of women agreed that the staff at the clinic had given preferential treatment to patients who looked more ill, that the nurses were able to tell them more about their illness and symptoms, and that were told how to store and selfadminister their medication. The same proportion also agreed that health workers gave them help in dealing with the emotional problems related to your health status, that they felt comfortable to bring their partners to the facility when requested and that they felt assured that their treatment records remained confidential. Exactly three quarters agreed with their physical examination by health workers, and that they helped in making their patients understand the importance of following his or her medical advice and their preparation of patients as to what to expect from specialist or hospital care. Just under three quarters of women respondents agreed that attending the health service meant quick relief of one's symptoms, that the explanation of the purpose of tests and treatments were clear and that they felt compelled to complete their treatment as was instructed. Slightly less than three in four women agreed that health workers at the facility listened to patients, that they can get them to always return when asked to do so and that they involved their patients in decisions affecting their medical care. The same proportion of women felt that health workers also helped patients to feel well enough to perform www.intechopen.com normal daily activities, were through, knew what advice were given to patients previously and were competent in offering advice on the prevention of diseases. Table 14 . Assurance.
Discussion
Seeking to understand patient perspectives is an important step in the efforts to improve the quality of health care. Research examining patient satisfaction with health care provision in South Africa and, more specifically, the perceived quality of care given by the health care providers is limited (Myburgh et al., 2005) . In this study, there were consistently significant differences regarding patient satisfaction between male and female patients across selected items in the various domains. Evidence from developed countries for gender differences in mean satisfaction levels is mixed. Some authors report that women are more satisfied than men with medical care received (Weiss, 1988) , and some report that women are more critical of medical care than men # (Kaplan, 1996) , whilst a 2005 Canadian study (Human Resources and Skills Development Canada, 2009) found almost similar satsifaction levels between male (86%) and female (84%) patients. However, a meta-analysis of 110 studies of patient satisfaction, using standard instruments, concluded that there was no average difference in satisfaction with medical care between women and men (Hall & Dornan, 1990 ). More recently, Sanmartin et al. (2002) suggested that user frequency might influence the descrepancies found betwee male and female patient statisfaction rates and that the type of service being assessed might be a further factor. Wessels et al (2010) found that amongst oncology patients women rated care aspect of services more highly. A recent Ugandan study found some gender and age difference in patient satisfaction with TB services (Babikako et al. 2011) . Past experience and consequently patient expectations, they argue might influence age and gender differences in patient satisfaction. What is common across these studies is the importance of considering the influence of demographic variables on patient satisfaction. Simply controlling for demographic differences, might result in the needs of important demographic groupings being overlooked. In addition, demographic differences, such as gender are likely to shape patients' needs and preferences and might be a particularly important consideration in shaping specific health services to better meet needs and support treatment adherence. In the South African context, the role that gender plays in patient satisfaction and the gender differences in patient satisfaction need further exploration. We conclude that quality improvement and research in primary care could benefit from gender analysis of patient satisfaction data and from more gender-sensitive patient satisfaction measures.
